The clinical diagnosis of orbital inflammation is often straightforward and in mild cases, imaging may not be necessary. However, imaging is warranted when there is clinical evidence of post-septal inflammation (e.g. proptosis, conjunctival chemosis, ophthalmoplegia) to determine the extent of the lesion and to look for complications such as abscess formation, optic nerve compression, vascular Figure 1: A. 17 year old male with Orbital cellulitis B. coronal and C. axial post-contrast CT shows enhancing increased soft issue and periorbital fat infiltration more prominent superonasally. Note anterior ethmoid sinus opacification (arrowheads) suggesting cellulitis is likely to be secondary to sinus pathology. Figure 2: A. 19 year old girl with Cavernous sinus thrombosis. B. axial post-contrast CT shows enlarged right sinus with filling defects (white arrow). C. coronal post-contrast CT shows dilated superior ophthalmic vein right side (thick arrow) in and absence of sinus opacification. Figure 3: Post-enucleation Intraorbital abscess, right side. A. T2 weighted and B. fat saturated T1 weighted MR images show a well defined ovoid intraorbital lesion showing T2 hyperintensity. C. post-gadolinium MR images show strong rim-like enhancement of the lesion suggesting an abscess. D. diffusion weighted image show strong hyperintensity suggestion diffusion restriction. Figure 4: Subperiosteal abscess-value of USG. A. coronal post-contrast CT shows an ill-defined extraconal variably enhancing lesion in the superonasal part of right orbit (arrow). B. USG clearly shows the cystic nature of the lesion with internal fluid level (arrowhead). Figure 5: A. 9 year old boy with Bilateral anterior ethmoid mucocele. B. coronal post-contrast CT reveals well-defined hypodense lesion expanding both anterior ethmoidal air-cells, left larger than right. Note absence of lamina papyracea on left side and elevated enhancing periosteum (arrowheads) displacing the left eye.Figure 6: A. 34 year old male with Orbital Cysticercosis. B. axial post-contrast CT reveals ring enhancing cystic lesion surrounded by phlegmon involving superior rectus-levator palpebre superioris complex (arrow). Insert show magnified view of the lesion. Note the hyperdense dot representing the scolex.Figure 7: Idiopathic Orbital Inflammatory Pseudotumour. A. Axial post-contrast CT reveals enhancing soft tissue surrounding the globe on left side with involvement of lacrimal region (white arrow) and uveoscleral thickening. B. Fluid attenuated inversion recovery (FLAIR) and C. T1 weighted MRI reveals hypo to isointense soft tissue replacing bright orbital fat. Proximal part of optic nerve is thickened (black arrow in B). Note uveoscleral thickening better demonstrated in MR (arrowhead in B).
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. Fluid attenuated inversion recovery (FLAIR) and C. T1 weighted MRI reveals hypo to isointense soft tissue replacing bright orbital fat. Proximal part of optic nerve is thickened (black arrow in B). Note uveoscleral thickening better demonstrated in MR (arrowhead in B).Figure 8:
A. 53 year old withThyroid orbitopathy. B. Axial CT reveals enlargement of medial and lateral recti of both orbit, left more than right side. Note sparing of attachment sites to globe. 
Infectious processes of the orbit Bacterial infection
By far the majority of orbital infectious processes are bacterial in origin. Most commonly it occur secondary to extension of paranasal sinus infection and ethmoid sinus is implicated in most cases [ Figure 1 ]. Computerized Tomography (CT) is helpful to delineate co-existent sinus pathology. Five sub-categories can be ascribed to orbital infection; pre-septal cellulitis, post-septal cellulitis, subperiosteal abscess, intraorbital abscess and cavernous sinus thrombosis. 1 There is not necessarily a stepwise progression from one to another. Illustrative case in [ Figure 2 ] shows an eighteen year old female who presented with right periorbital pain, proptosis and ptosis for 5 days. The initial CT showed right cavernous sinus thrombosis. Curiously, all the paranasal sinuses were clear in this patient and the source of infection was presumed to be a facial furuncle. Sub-periosteal abscess is relatively less severe complication of orbital infection and is evidenced by elevated enhancing periosteum from the bony wall of orbit in CT or Magnetic Resonance Imaging (MRI) with the adjacent paranasal sinus usually showing opacification. On the other hand, intraorbital abscess is an uncommon but serious complication and it usually occurs secondary to surgery or penetrating injury. Imaging reveals a well defined lesion which is hypodense on CT, hyperintense on T2 weighted MRI and it shows rim or ring-like enhancement on postcontrast images. Diffusion weighted images may reveal strong hyperintensity suggestive of diffusion restriction 2 [ Figure 3 ]. CT sometimes cannot differentiate between orbital phlegmon and abscesses. In this context USG may be helpful by demonstrating a cystic intraorbital lesion with internal echo or fluid level [ Figure 4 ]. Orbital cellulitis arising from an infected sinus must be differentiated from sinus mucocele or mucopyocele as this bears therapeutic relevance. Typically, a mucocele presents as a painless mass, most commonly at the superonasal orbit corresponding to the location of frontal and anterior ethmoidal air cells. Patient usually has proptosis but other signs of orbital inflammation are typically absent. CT reveals enlarged, opacified sinus with erosion of bony wall [ Figure 5 ]. Intracranial extension of orbital inflammation in the form of meningitis, subdural empyema and intracerebral abscesses are best demonstrated by MRI of brain with contrast.
Fungal infection
Both allergic fungal sinusitis and invasive fungal sinusitis may invade the orbit. Invasive fungal sinusitis, commonly caused by organisms of the families Mucoraceae (mucormycosis) and Aspergillus (aspergillosis), can easily invade blood vessels and cause infarction of orbital and cerebral structures. MRI can pick up these complications at the earliest and should always be considered in the appropriate clinical setting. In fungal sinusitis, CT and MR show non-specific features of fungal sinusitis with evidence of infiltration into the orbit. Bone destruction can be seen in up to one-third of cases. Lesions typically show T2 hypointensity in MRI because of deposition of iron, manganese and paramagnetic materials. 2 
Parasitic infection
Cysticercosis can involve any orbital structure but the commonest extraocular location is the extraocular muscles. The finding of a ring enhancing cystic lesion or the scolex, which is usually hyperdense in CT and shows contrast enhancement, in the background of otherwise non-specific orbital inflammation suggest the diagnosis [ Figure 6 ].
Hydatid cyst of the orbit usually presents as homogenous unilocular hypodense cyst in CT with or without orbital bone thinning. 3
Non-infectious inflammatory diseases
Idiopathic orbital inflammatory pseudotumour (IOIP) is the commonest entity in this group and it is the commonest cause of an orbital mass between the ages of 10-40 years. 4 Morphologically, it can be diffuse, involving multiple orbital structures, or localised, involving lacrimal gland, extraocular muscles, optic nerve, anterior orbit or posterior orbit. 5 Histologically, IOIP is characterised by variable combination of polymorphous lymphoid infiltrate and fibrosis, with fibrosis predominating in chronic indolent lesions. From the imaging stand-point, this is important because higher the degree of fibrosis, more the lesion is hypointense in T2 weighted images. Lesions predominantly containing cellular infiltrate and edema are T2 hyperintense. This feature has been utilised to predict response to steroid therapy with predominantly fibrotic lesions showing relatively poor response. 6 Differentiating involvement of lacrimal gland in IOIP from lymphoma or sarcoidosis is challenging as in all three cases the gland is enlarged, enhancing and may show hypointensity in T2 weighted images. Extraocular myositis involves both the muscle belly and tendinous attachment unlike thyroid orbitopathy where tendinous attachment sites are usually, but not invariably, spared. MRI is essential in evaluating optic nerve involvement to differentiate neural from perineural involvement. Diffuse involvement of the orbit shows infiltration of the orbital fat, uveoscleral thickening and variable involvement of orbital structures [ Figure 7 ]. Several other diseases may simulate orbital infectious processes. Imaging is helpful in their differentiation. Thyroid orbitopathy may mimic IOIP. CT is usually sufficient to differentiate the two [ Figure 8 ]. Primary malignancies like lymphoproliferative diseases, retinoblastoma can present like orbital inflammation. 7 A necrotic primary tumour may simulate an abscess and it is very difficult to differentiate the two even on imaging. Further, an orbital haematoma may mimic orbital cellulitis (Figure 9 ). CT and MRI can differentiate the two.
